Objective: The purpose of this study was to determine whether vocational supports for emerging adults with serious mental health conditions who are at high risk for rearrest are more effectively served within Multisystemic Therapy for Emerging Adults (MST-EA) through vocationally enhanced MST-EA Coaches or through referral to state vocational rehabilitation services. Method: A pilot randomized controlled trial examined two MST-EA Coaching approaches. In the Standard Coach ϩ VR condition (n ϭ 16), MST-EA Coaches delivered standard skills curricula to participants and referred them to state vocational rehabilitation (VR) services for vocational supports. In the Vocational Coach (VC) condition (n ϭ 16), MST-EA Coaches delivered the standard skills curricula enhanced with extensive education/employment components. Analyses included pre-to posttreatment comparisons of vocational outcomes, and between groups comparisons of fidelity, satisfaction, and services utilization. Results: Those in the VC condition had a 12-fold increase in the odds of posttreatment vocational activity compared with those in the Standard Coach ϩ VR condition (92.9 vs. 57.1% employed or in school, respectively). Subgroup analyses of those who engaged in Coaching showed that there was specifically an increase in the odds of posttreatment educational engagement among those in the VC condition compared with those in Standard Coach ϩ VR. Conclusions and Implications for Practice: Based on the strength of the findings in this small pilot study the VC should be included in future clinical trials of MST-EA to maximize treatment impact for supporting emerging adult vocational functioning and thus reducing antisocial behavior.
improving their future functioning as adults and reducing the burden of their offending on society.
Disengagement from gainful daily activities, like being in school or working, contributes to both delinquency and adult criminal behavior (Crutchfield & Pitchford, 1997; Elliott & Menard, 1996; Na, 2017; Uggen, 1999; Uggen & Thompson, 2003; Warr & Stafford, 1991) . Moreover, effective interventions to reduce recidivism in juveniles (National Research Council, 2013; United States Public Health Service, 2001 ) and adults (Gaes, Flanagan, Motiuk, & Stewart, 1999; Seiter & Kadela, 2003; Wilson, Gallagher, & MacKenzie, 2000) focus on ensuring engagement in these types of activities. Though less studied in those with SMHC, there is evidence that reduced involvement in gainful daily activities also contributes to juvenile and criminal offending (Bonta, Law, & Hanson, 1998; Elander, Simonoff, Pickles, Holmshaw, & Rutter, 2000; Evens & Vander Stoep, 1997; Schafer & Olsen, 1998) . Thus, one potential strategy for reducing recidivism in emerging adults with SMHC is increasing their engagement in school and work.
One of the unique qualities of emerging adulthood is that individuals may be engaged in either schooling, working, or both. The aim of schooling at this developmental stage is generally to complete secondary education and pursue postsecondary education or training that will enhance future work opportunities. This is also the stage during which individuals typically have their initial work experiences, actively explore work options and interests, and develop initial work skills and capacities. However, high school completion rates for students with SMHC are greatly compromised, with over six times the risk of dropout of those without SMHC (Armstrong, Dedrick, & Greenbaum, 2003; Vander Stoep et al., 2000; Wagner, Newman, Cameto, & Levine, 2005) . They also have low college entry rates (Davis & Vander Stoep, 1997; Wagner & Newman, 2012) , as well as low college graduation rates (Hartley, 2010; Kessler, Foster, Saunders, & Stang, 1995) . Thus, recidivism reduction interventions that target improved school and work engagement for emerging adults with SMHC are particularly challenging.
There are currently no established interventions with evidence of efficacy to reduce recidivism among emerging adults with or without SMHC. There are evidence-based interventions to reduce offending and reoffending in juveniles, including Multisystemic Therapy (MST; Henggeler, Schoenwald, Borduin, Rowland, & Cunningham, 1998) and Treatment Foster Care Oregon (formerly Multidimensional Treatment Foster Care; Chamberlain, Leve, & DeGarmo, 2007) , but these have not been applied to individuals over the age of 17 and have not established effectiveness with SMHC populations. Evidence-based practices for reducing recidivism in adults include substance abuse treatment (Perry et al., 2009) , education (Wilson et al., 2000) or employment programs (Gaes et al., 1999; Seiter & Kadela, 2003) , and an array of cognitive-behavioral approaches (Lipsey, Chapman, & Landenberger, 2001; Pearson, Lipton, Cleland, & Yee, 2002) . All have moderate effects on recidivism, but the efficacy of these approaches specifically with emerging adults is either unknown or less potent (Uggen, 2000) . These approaches also do have not established effectiveness specifically with an SMHC population.
The Institute of Medicine and National Research Council (2015) recommends that evidence-based practices for young adults be developed by adapting an existing evidence-based practice that has already established effectiveness in either older or younger individuals. MST is a manualized, community and family based intervention with proven effectiveness for reducing recidivism in delinquent youth aged 12-17 (Burns, Hoagwood, & Mrazek, 1999; Elliott, 2001; Farrington & Welsh, 1999; Kazdin & Weisz, 1998; Stanton & Shadish, 1997) . We adapted the standard MST model to be applied to emerging adults (MST-EA) who have a SMHC and recent arrest or release from incarceration. A full description and program evaluation of the model (Sheidow, McCart, & Davis, 2016) and the open trial findings (Davis, Sheidow, & McCart, 2015) were published previously.
Briefly, MST-EA is a single-source treatment that targets recidivism, mental illness, gainful activity (school, work, housing, and positive relationships), and substance use (when present). MST-EA has been provided to both juvenile and adult justiceinvolved clients, youth aging out of foster care, prison reentry populations, and young adults in supported housing programs. Emerging adults collaborate with their therapists in designing a treatment plan that will be implemented over an average of 7-8 months (service duration ranges from 6 to 12 months depending on client needs). Contact occurs multiple times per week in-person and by phone, and emerging adults are active participants in each stage of treatment. Therapists are available 24/7 to address emergencies and remove barriers to treatment. MST-EA uses cognitive-behavioral, behavioral, and motivational interviewing interventions, as well as affective education and extensive skill building, to address the array of issues associated with the emerging adult's SMHC symptoms, antisocial behavior, and other problems. MST-EA achieves its targets through changing how emerging adults function in their natural settings (home, school, work, and community), leveraging the emerging adult's strengths, pulling in positive natural supports, and developing the emerging adult's skills and resources to overcome barriers to success. MST-EA also includes paraprofessional "Coaches" who help teach concrete life skills and engage clients in prosocial activities. In addition, psychiatric and physical health professionals are engaged by the MST-EA therapist to coordinate effective health care.
Initial feasibility research suggested that MST-EA had significant improvement for recidivism, mental health symptoms, and antisocial peer affiliation, as well as positive impacts on other outcomes (Davis et al., 2015; Sheidow et al., 2016) . Specifically, in pre-to posttreatment paired comparisons there were significant reductions in criminal activity (e.g., arrest rate dropped 17 points in the 6 months posttreatment vs. the 6 months before treatment, and 82% had no arrests during treatment), mental health problems (e.g., the mean number of symptoms dropped from 20 to 6 and the percent of cases within clinical range dropped from 61 to 29% preto posttreatment), and antisocial behavior within participants' networks of peers (i.e., Peer Delinquency Questionnaire scores dropped from 36.82 at baseline to 28.50 at posttreatment). Other outcomes were in the positive direction, though they did not reach statistical significance. For instance, only 10% were living in restrictive out-of-home settings and there was no homelessness at discharge. Problematic substance use was also reduced or eliminated in 62% of cases.
However, vocational outcomes (when looking at school and/or work) were weak. Overall, there was only a gain from 70% being in school and/or working pretreatment to 73% being in school and/or working posttreatment (Davis et al., 2015) . An enhanceThis document is copyrighted by the American Psychological Association or one of its allied publishers.
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ment of MST-EA was proposed, and a pilot randomized controlled trial was undertaken to examine different MST-EA approaches to enhancing vocational outcomes through comparing two versions of MST-EA Coaches. The overall objective of the MST-EA Coach is to help emerging adults learn concrete life skills and try prosocial activities or hobbies that can be sustained into adulthood. MST-EA Coaching uses field-based mentoring (Rhodes, 2004) , occurring in vivo and in the homes and communities of clients. It was specifically designed to be a cross-age peer mentoring approach (Karcher, Kuperminc, Portwood, Sipe, & Taylor, 2006) , in which slightly older emerging adults (without impairment) provide instrumental mentoring (Hamilton & Hamilton, 2005) MST-EA Coaches deliver a tailored curriculum developed by the authors, with guidance and input from various experts in the developmental, treatment, education, and vocational training fields. It covers a wide range of domains (i.e., prevocational, vocational, education, goal setting, money management, transportation, housing, nutrition, health, sexual health, communication, pregnancy, and parenting), with three to seven manualized sessions per domain. Coaches are trained to deliver curriculum in an interactive manner, including modeling and role playing. Based on clients' desired outcomes, treatment plan, and prioritized needs, specific curriculum are prescribed weekly by the MST-EA supervisor to supplement the work of MST-EA therapists. For the Coach enhancement in the current study, the educational and vocational domains were expanded and were the highest priority for completion, with remaining domains included as needed.
Coaches are trained and overseen by the MST-EA supervisor, and can continue to work with clients for 2 to 4 months beyond the MST-EA therapist to help sustain changes achieved during treatment. Coaches are hourly paraprofessionals who generally work with two to three clients at a time depending on Coach availability. Aside from being strengths-focused and enthusiastic to work with this emerging adult population, there are few additional requirements. Coaches, at a minimum, must have a high school diploma or GED and current success in employment and/or higher education. Supervisors and Therapists are on-call to address any clinical or safety concerns that arise so Coaches can remain focused on their specified role.
The investigators already established the safety, feasibility, and preliminary efficacy of this MST adaptation in a successfully completed study (Davis et al., 2015) . Therefore, the purpose of the current study was to develop and investigate age-appropriate vocational supports for MST-EA clients, thus filling a critical gap in vocational support interventions for this disadvantaged population. This study compared vocational outcomes (education/employment) of participants who received MST-EA and were randomly assigned to receive one of two different MST-EA Coach approaches.
Method Participants
The sample was drawn from individuals receiving case management through child welfare or mental health services or through juvenile or adult justice system supervision services (e.g., probation) in an urban/suburban region of a Northeastern state. Recruitment occurred from March 1, 2011, to January 31, 2013. Eligibility criteria included: ages 17-20 at intake; recent arrest or incarceration release, defined as within the past 18 months; presence of a diagnosed SMHC, defined as a Diagnostic and Statistical Manual for Mental Disorders-Fourth Edition (DSM-IV) mood, anxiety, and/or psychotic disorder; and ability to reside in a stable community setting (i.e., not currently homeless, not currently inpatient; could include individuals ready for discharge). Exclusion criteria were: actively psychotic, suicidal, or homicidal; and, because of the nature of MST-EA interventions, presence of a pervasive developmental disorder, intellectual disability, or other significant cognitive impairment.
For a more detailed description about recruitment and data collection procedures used in the current study, see Davis and colleagues (2015) . All procedures were reviewed and approved by the institutional review boards of the first author's institution and the state agency funding the MST-EA team, as well as a research review committee for the state agency that provides adult probation/parole. This study also obtained a Federal Certificate of Confidentiality. Briefly, recruitment occurred from referrals to the study by case workers and probation officers in the local child welfare, mental health, and probation/parole systems, who provided information regarding eligibility criteria. Individuals were considered to have met the SMHC requirement if they were either a client of the state's adult mental health authority, which requires a serious mental illness diagnosis, or as assessed by the Electronic Mini International Neuropsychiatric Interview (e-MINI; Lecrubier et al., 1997) . Those meeting eligibility criteria, including a parent/ guardian if under 18, completed informed consent conducted by the research team.
Randomization. Upon completing the baseline interview, participants were randomized to one of two treatment conditions.
"Vocational" Coaches (VC) used curricula for all of the skills domains described above, plus an enhanced and detailed vocational curriculum. As with all skills, the VC implemented the vocational curriculum under the guidance of the MST-EA clinical supervisor; specific Coach curriculum was selected each week based on the clients' desired outcomes, treatment plan, and prioritized needs, with the vocational domains of the curriculum given higher priority over other domains. Participants in this condition were not connected to state VR services during treatment (VC Only).
"Standard" Coaches (SC) used curricula for all of the skill domains described above except vocational domains. These Coaches had no access to MST-EA vocational skills curriculum, but could provide curriculum from all other domains based on clients' desired outcomes, treatment plan, and needs. If participants in this condition expressed an interest in employment, their therapist connected them to the state's vocational rehabilitation agency (SC ϩ VR), and the VR employees would provide their typical vocational support. This document is copyrighted by the American Psychological Association or one of its allied publishers.
Each Coach practiced only one form of Coaching, which was randomly assigned to Coaches (i.e., there was randomization at both the Coach and the client level). Seven Coaches were randomly assigned, 4 SCs and 3 VCs (see Table 1 ). All Coaches were in their 20s, although exact ages were not collected for the research (i.e., Coaches were employed by a community-based provider agency, not by the research team). Three Coaches served only 1 participant each, for which there were fewer than three fidelity assessments. These Coaches were not included in fidelity analyses (see below).
Other than coverage of vocational curricula, the Coaching approach in both treatment conditions were the same (i.e., skills and relationship based). The amount of Coach contact with clients was not altered; instead, the ability to provide skills development for working was the only difference in Coaching. MST-EA Therapists could address work issues in their therapeutic work (e.g., communication skills, time management) with all participants. However, therapists did not provide skills development or concrete help with obtaining employment.
A total of 32 individuals were recruited into this study. Sixteen participants were randomly assigned to each condition (VC Only vs. SC ϩ VR; see Table 2 ).
Measures
Employment. The employment measure from the Employment Intervention Demonstration Program (EIDP; Cook et al., 2008) was used to assess work intensity.
School. Enrollment in school was measured with a concrete item that asked if the participant was enrolled in school in the past 30 days. If the interview occurred during a break from school (e.g., over the summer break), "enrollment" was endorsed if the participant had been enrolled at the beginning of the break and intended to continue being in school after the break ended. The name and type of school was also recorded (i.e., secondary school, 2-or 4-year college, and postsecondary vocational training).
Service utilization, discharge reason, and satisfaction. MST-EA supervisors reported weekly whether participants were meeting with MST-EA therapists and/or with MST-EA Coaches, and at the end of treatment coded the reason for discharging a client from MST-EA. Participants self-reported on service utilization via monthly research calls, including reporting on receiving "help from your VR counselor," "help from your MST-EA Coach," and "help from your MST-EA Therapist," and satisfaction with that help.
Fidelity. Within MST programs, treatment adherence is typically measured through a frequent (e.g., monthly) 28-item adherence questionnaire known as the Therapist Adherence MeasureRevised (TAM-R; Henggeler, Borduin, Schoenwald, Huey, & Chapman, 2006) . This measure was modified to reflect specific adaptations in the MST-EA model, and is referred to as the Treatment Adherence Measure for Emerging Adults (TAM-EA). In addition, a Coach fidelity measure called the Coach Adherence Measure for Emerging Adults (CAM-EA) was developed. Coach fidelity included assessment of concrete Coaching behaviors and the topics the participant and Coach worked on during the past 2 weeks. The range of possible total scores on the CAM-EA were 7-28, with acceptable scores being 21 or higher. TAM-EAs and CAM-EAs were only conducted if the participant had worked with the Therapist or Coach, respectively, in the past 2 weeks. Thirtyone participants completed TAM-EA assessments on four therapists, for a total of 96 administrations. Sixteen participants completed CAM-EAs for four Coaches in 70 administrations. CAMEAs were not administered for those who declined work with a Coach. Thirteen participants either never met with a Coach despite team attempts to engage interest (n ϭ 5, 3 VC Only, 2 SC ϩ VR), or declined to work with a Coach (n ϭ 8, 5 VC Only, 3 SC ϩ VR). We will refer to these 13 participants as "Not Coached". Data from Not Coached participants are included in the intent-to-treat analyses of outcomes, but are not included in Coach fidelity or duration of Coaching analyses. As described above, the single CAM-EAs for each of 3 Coaches also were not included in the fidelity analysis as there was no representative sample of CAM-EAs for these Coaches.
Data Collection Procedures
Data collection from participants consisted of an in-person baseline interview, monthly phone interviews during treatment (for fidelity measurement), and 1-and 4-month in-person posttreatment interviews. In-person interviews were conducted by a researcher in the participant's home or other location of their choosing. MST-EA supervisors, with releases from participants, reported treatment utilization weekly.
Data Analysis Procedures
Analyses of vocational (i.e., school and work) outcomes from interview measures were based on baseline and posttreatment data from the 28 individuals for whom both were available. Two individuals assigned to the VC Only condition and two individuals assigned to the SC ϩ VR condition could not be located for posttreatment interviews. The 4-month posttreatment interview was used for 27 participants; one participant completed only the 1-month posttreatment interview, and those data were included. The mean number of weeks postdischarge for the interview was 17.8 (SD ϭ 3.4). Data on intervention satisfaction and recidivism, which are not based on posttreatment interviews, are presented for the full sample (N ϭ 32). Data analyses included descriptive statistics to explore participant characteristics. Nonparametric tests This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
were used to compare the treatment conditions because of small sample size and nonnormal data distributions. Independent samples median tests were used to compare continuous variables, with Cohen's d to measure effect size. Pearson's 2 was used to compare nominal data, with Phi (⌽) for binary data and Cramer's V for nominal data to examine effect sizes. Logistic regression analyses were run to assess the impact of Coach condition on vocational activity, controlling for pretreatment vocational activity, on the likelihood of participants being engaged in a vocational activity posttreatment.
Generalized linear model (GLM) was used to examine effects of Therapist and Coach condition on TAM-EA scores. Kruskal Wallis nonparametric test was used to examine differences in CAM-EA scores by Coach because the data were skewed. MannWhitney U nonparametric analyses were run to compare fidelity scores by Coach condition. Each Therapist had some participants in each of the two conditions. Analysis of variance (ANOVA; 5 Therapists ϫ 2 conditions) were conducted to examine the impact of treatment condition on Therapist fidelity.
Results
As can be seen from Table 2 , this sample generally reflects justice system-involved individuals on the cusp of adulthood. Most were male, of minority racial backgrounds, and many were Hispanic. Almost all had some significant history with systems. Most individuals met the SMHC inclusion criteria by virtue of e-MINI results that revealed either a mood disorder (65.6%) or an anxiety disorder (25.0%). Three individuals met criteria by being eligible for and receiving state adult mental health authority services. There were no significant differences in demographics or significant histories between treatment conditions. Table 3 presents the service utilization results. Participants remained in MST-EA treatment (either Therapist, Coach, or both) on average for about 28 weeks, and worked with a Therapist for about 22 weeks. The use of Coaches during MST-EA treatment was encouraged, but not required. Thirteen participants did not work with a Coach ("Not Coached"), and 19 did ("Coached"), averaging over 36 weeks with their Coach. Those who were Coached remained in treatment with their therapist significantly longer than those who were not Coached (see Table 3 ). There were no significant effects of treatment condition on the duration of any element of MST-EA treatment.
Service Utilization, Discharge Reason, and Satisfaction by Treatment Condition
Participants were asked if they received "help with working" while in MST-EA treatment, and further, if they received help with working from a VR Counselor. The assessment measure did not measure other sources of help with working. Overall, more than three quarters (78.1%) reported that they received some help with working, with no significant effects of treatment condition or differences being Coached versus Not Coached (see Table 3 ).
A minority of those in the SC ϩ VR group reported that they received help with working from a VR Counselor (see Table 3 ). Within the SC ϩ VR condition, there was no significant difference between those that were Coached versus Not Coached in the proportion reporting help from a VR counselor. There were no significant differences in levels of satisfaction between VC Only (Mdn ϭ 8.0, range ϭ 4 -9) and SC ϩ VR (Mdn ϭ 6.0, range ϭ 3-9) in the satisfaction they reported with the help with working they received, Mdn Test, (N ϭ 27) ϭ .422, p ϭ .695. Table 4 presents reasons for discharge findings. Most participants either successfully completed MST-EA treatment (i.e., with all or nearly all of their treatment goals met; 46.9%) or ended after This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
mutual agreement that substantial progress had been made but further progress was unlikely (15.6%). Treatment ended because of loss of participant engagement, despite therapist persistence, for 6 (21.9%). The remaining participants did not complete treatment because of logistical reasons. There were no significant treatment condition effects on reasons for discharge. However, the distribution of discharge reasons were significantly different between those Coached versus Not Coached. The majority of those who were Coached completed treatment, and the majority of those Not Coached ended because engagement was lost (see Table 4 ).
Coaching Fidelity
Of the four Coaches (2 SCs and 2 VCs) with sufficient fidelity data (see Method), the mean Coach fidelity score across the four Coaches was 22.39 (95% confidence interval, The proportion of Coach fidelity assessments in which each of 21 skills were individually reported can be seen in Table 5 . As expected, VCs addressed preparatory skills for employment (e.g., identifying the type of job desired) and job-finding skills more than SCs. VCs also covered self-advocacy, coping, disclosure, and goal-setting skills more frequently than SCs. These skills were assessed by context specifications (e.g., self-advocacy in the workplace vs. self-advocacy at home). Participants usually reported that the skill context was either "general" or for their social network, and not specifically for work. For the remaining skills, there were no significant effects of treatment condition in the proportion of assessments in which those skills were reported to have been addressed. VCs also addressed a higher number of skills during each monthly assessment window than SCs, VC X ϭ 6.83, SD ϭ 3.79 versus SC X ϭ 4.44, SD ϭ 3.39), t(68) ϭ 2.77, p ϭ .007.
Overall, Therapists maintained fidelity to the model, X ϭ 3.14, 95% CI [3.02, 3.29], of a possible score of 4, with no significant differences between Therapists' scores, F(3, 95) ϭ 1.28, p ϭ .285, p 2 ϭ .044. Given Therapists had mixed caseloads of participants' treatment conditions, Therapist fidelity scores by participant treatment condition was also examined. There were no main effects of treatment condition, F(1, 95) ϭ 0.00, p ϭ .998, p 2 ϭ .010, or interaction of Therapist by treatment condition, F(2, 95) ϭ 1.35, p ϭ .264, p 2 ϭ .016 on the mean Therapist fidelity score.
Vocational Activity Outcomes by Coaching Condition
Intent to treat analyses. As can be seen in Table 6 , examining the vocational activities of all participants revealed no significant differences between treatment conditions in the proportion working, enrolled in school, or engaged in some vocational activity (working and/or in school) at baseline. Significantly more participants in the VC Only condition were engaged in some vocational activity posttreatment, than those in the SC ϩ VR condition. The posttreatment differences between treatment conditions in the subcategories of school or work favored the VC Only condition, but were not statistically significant.
A logistic regression was run examining some vocational activity posttreatment, to assess the impact of treatment condition while accounting for participants' some vocational activity engagement pretreatment. The overall model was statistically significant for engagement in some vocational activity, 2 (1, N ϭ 28) ϭ 11.75, p ϭ .003. The odds of participants in the VC Only condition to be engaged in some vocational activity posttreatment were 12 times that of those in the SC ϩ VR condition, Exp(B) ϭ 12.00, 95% CI [1.05, 136.79], p ϭ .045, controlling for whether or not the participant was engaged in some vocational activity pretreatment.
Analysis of participants who were coached. There were no significant differences between treatment conditions in baseline vocational activities within those who were Coached (see Table 6 ). Significantly more of those in the VC Only condition were enrolled in school posttreatment than those in the SC ϩ VR condition. There were no significant treatment condition effects on the proportion of participants engaged in working posttreatment, or engaged in any vocational activity (see Table 6 ). Logistic regression to assess the impact of treatment condition, accounting for a participant's pretreatment school engagement, revealed an overall model that was statistically significant for engagement in posttreatment school, 2 (1, N ϭ 18) ϭ 6.00, p ϭ .05. The odds of participants in the SC ϩ VR condition to be engaged in school Analysis of participants who were not coached. There were no significant treatment condition differences in vocational activities at baseline or posttreatment among those not Coached (see Table 6 ).
Conclusions and Implications for Practice
Emerging adults with SMHC and justice involvement face a broad array of challenges to successfully engaging in vocational activities. Helping them succeed in these activities has the potential to both reduce recidivism and have a more successful adult life course (Sampson & Laub, 1993; Na, 2017) . MST-EA is the first well-specified intervention with initial evidence of efficacy to reduce recidivism and SMHC symptoms in this population (Davis et al., 2015) . The current study explored two different MST-EA approaches for enhancing vocational engagement. While the current sample was quite small, a twelvefold improvement in the odds of school and/or work engagement emerged in the group assigned to the VC Only condition over those assigned to receive vocational supports from the state VR agency. Given the small sample size, this is reasonably strong support for the utility of providing vocational support directly by Coaches on the MST-EA team, rather than referring individuals to state VR services for vocational supports while individuals are receiving MST-EA treatment.
Coaching this group of emerging adults was challenging. Working with a Coach (whether SC or VC) was voluntary. Forty percent of participants declined to work with a Coach. Given the high proportion of individuals who did not engage with a Coach, that were discharged because of loss of engagement, it is likely that these individuals' engagement in MST-EA may have been compromised from the start of treatment, which may have contributed to their reticence to engage with a Coach. However, when Coaching was accepted, the strong fidelity scores indicate that Coaches were able to deliver Coaching largely as intended. Examining the outcomes among those that chose to work with a Coach indicated an advantage in posttreatment schooling among those working with a VC Coach over working with an SC and connection to state VR services. There was no evidence of a Coach condition difference in posttreatment employment among those who were Coached, although results were in the expected direction and larger, albeit not statistically significant, for VC Only compared with the SC ϩ VR condition (i.e., VC Only went from 0% pretreatment to 37.5% posttreatment while SC ϩ VR went from 27.3 to 40%).
For the SCs, it was challenging to provide Coaching support that did not address participants' vocational goals. SCs and Therapists both reported to researchers their frustration at SCs not being able to directly address these issues. As was seen in the skills covered with SCs reported by participants, SCs did occasionally encourage or answer questions about employment, but it is important to note that they had no curriculum from which to work. While Therapists could address clinically relevant issues that arose in participants' work, they did not provide any of the VCs' vocational curriculum to participants. When work issues arose in the SC ϩ VR group, Therapists were limited to encouraging the participant to apply for Four participants did not complete a posttreatment interview. This document is copyrighted by the American Psychological Association or one of its allied publishers.
VR services (an activity that SCs could help with) and work with their VR counselors. Therapists reported that a focus on attaining work was useful for increasing overall interest and engagement in MST-EA, but they were unable to leverage this when needed for SC ϩ VR clients. Therapists also informally expressed frustration with the state VR services' focus on disabilities other than SMHC (e.g., intellectual disabilities), as well as on older adults and more self-motivated clients than those involved in MST-EA. These results do suggest that both groups received some help with working while receiving MST-EA treatment. This may have been provided by Therapists, Coaches, or their VR Counselor (for those in the SC ϩ VR condition). MST-EA Therapists can address issues that relate to work and education in their therapeutic work with clients, as well as assisting the client's social network to assist the client with work and education, and the similar levels of help with working may in part reflect those strategies. Unfortunately, our service assessment measure did not identify who provided the help with working; thus, it is unclear how the groups were so comparable in reported help with working. This measure did assess whether clients received help with working from a VR Counselor, which revealed that this occurred for only a relatively low proportion of the SC ϩ VR group. While Therapists would have helped connect any SC ϩ VR participant who expressed an interest in working to VR services, this low proportion of having actually received help with working provides additional support for providing work supports through VC's rather than VR referral while receiving MST-EA treatment.
The increase in posttreatment school engagement in the VC Only group is interesting given both types of Coaches could address school issues. VCs' vocational curricula, which were addressed in a uniform order, started with exploration of the type of work desired and considerations of educational attainment related to work goals; these were combined with simultaneous concrete activities to obtain work as part of the VC curriculum. It is possible that the combined focus of school in the context of work goals may have increased participants' motivations for both (i.e., Coaching assisting clients to see education more clearly linked to their work goals). Second, while there was no direct evidence of differences in dose of work help from the assigned provider, VCs met with clients twice a week, which is more frequent than VR counselors would typically be able to meet with clients. Thus, it is likely that the intensity of vocational support services was also higher in the VC Only condition. Unfortunately, service utilization records from the state VR service agency were not available, so the actual intensity of state VR services could not be determined. It is also undoubtedly the case that the work of the VCs was better coordinated with the clinical care, since MST-EA clinical supervisors coordinated Coach work with clinical work. MST-EA Therapists and clinical supervisors informally described that their contact with VR counselors was minimal. Close coordination with clinical teams is one of the principles of the Individual Placement and Support Model, which is effective for employment in adults with SMHC (Burns et al., 2007; Marshall et al., 2014) .
Two large-scale randomized trials of MST-EA are underway. The findings from the present study provided strong evidence that provision of vocational supports during MST-EA treatment is best offered through the intense work of the MST-EA Coaches, who cover both vocational and life skills domains, in close coordination with the clinical team. Thus, all Coaches in MST-EA now provide the full vocational curriculum. As MST-EA treatment ends, clients who need continued vocational supports are connected to natural supports in their ecology or to the strongest local vocational support services as part of their discharge planning.
Limitations
This study used a small sample, which is ideal for addressing feasibility issues such as the question about which vocational supports should be offered in future versions of MST-EA. However, the small sample precluded the likelihood of finding significant group differences in variables with small to medium effect sizes. Yet, given the small sample, the significant finding of group differences in school and/or work engagement was powerful. Two implementation challenges were also observed: the low fidelity of one Coach (although contributing only five assessments) and the provision of some vocational supports by SCs based on participant reports of skills Coaches addressed. Because future trials with MST-EA will not employ Coaches that cannot implement the vocational curriculum, the latter challenge will not hamper future research. The low fidelity of the one Coach suggests that closer supervision of Coaches is needed, which has been incorporated into the model. In summary, previous findings indicated that MST-EA is a safe and feasible community-based treatment that is efficacious in reducing recidivism, mental health symptoms, and peer delinquency. Taken with the current findings, it is likely that MST-EA will also be efficacious in improving vocational outcomes in this population.
